Background Empirical studies have consistently reported that women have a mortality advantage at all ages as well as with respect to most adverse health conditions and stressful events during the life course. In seeking to explain this advantage, the existing literature has pointed towards the effects and the interactions of biological, behavioral, and social factors. Among the non-biological factors, a large body of previous research has shown that men tend to seek medical help later and less than women, which can lead to delays in diagnosis and treatment. In this study, we explore the sex differences in primary health care use, before and after admission to hospital for chronic and acute conditions to explore whether the sex differences in treatment-seeking behavior change when health worsens. Data This is a population-based, longitudinal study with nationwide coverage of the population alive and residing in Denmark at age 60+ in 1999. The study population was identified by linking information from the National Health Service Register, the National Patient Register, and the Central Population Register, using a 5% random sample of the Danish population. The study population was followed up for hospital admissions within the period 1999-2008, and GP contacts within the period 1996-2011. We used a generalized additive mixed model (GAMM) to account for repeated observations and to allow non-linear trajectories within the observed period, which covers the three years before and after hospital admission. Results We found women having consistently more GP contacts than men before and after admission to hospital. The sex differentials in GP contacts were consistently lower for chronic than for acute conditions. For chronic conditions, the sex differentials were small in both periods: while they narrowed in the period before, they were not significant in the period after admission to hospital. For acute conditions, the sex differentials were smaller in the period after admission to hospital when compared with the period before admission to hospital. Conclusion Our study indicates smaller sex differences in primary health care use following health deterioration, pointing towards a narrowing of the sex differences in treatment-seeking behavior as a result of the presence of symptoms and the experience of a worsening of the health status.
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P63 WHAT DRIVES MENTAL HEALTH INEQUALITIES IN THE UK? A REVIEW OF THEORY AND THEORY-BASED EVIDENCE
There is a large observational literature describing mental health inequalities in the UK but it is unknown whether this empirical evidence supports or refutes theoretical mechanisms of action. Aim The overarching aim is to map theories and theory-based evidence to answer two related questions; why, and how, do social circumstances drive UK mental health inequalities? Methods An iterative and flexible strategy of searching literature and expert consultation was applied to locate health inequality theories. Theories were included if they were compatible with fundamental causes and explained why social circumstances drive health inequalities in the developed world. Database searching was mainly used to amass observational studies from the UK that described mental health inequality in prevalence, diagnosis or treatment. A causal inference critique will be applied to studies that tested a theory, or used theory to explain results. Theories and associated support will be mapped in a logic model. If feasible, a simplified, supported, model (or models) will be deduced. Population health relevance Experimental or policy-driven interventions to improve population mental health and reduce inequalities are expensive and time-consuming. The evidence base is consequently sparse. Other than in general terms, e.g. downstream interventions increase inequalities, the use of theory in developing mental health interventions is underutilised. This review will highlight evidence-based plausible mechanisms of action which could be used to inform the design of robust mental health interventions that operate at the maximal point to improve population health while reducing inequalities. Background Following the election of a Labour government in 1997 on a mandate that included a commitment to reducing health inequalities (HI) and implementing evidence-based policy, the UK became the first European country in which policy-makers systematically and explicitly attempted to reduce 
